N The proportion of people experiencing low mental well-being increased in the population between 1980 and 2000. Fatigue, for example, is more widespread among groups outside working life, more common among women than among men, and more common in lower socioeconomic groups than in higher.
N Fatigue has increased chiefly among the younger age groups. In the mid-1980s around 30% in all age groups reported that they were tired all the time. In 2000-01 over half of those aged [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] and half of 35-to 44-year-olds reported this, while old-age pensioners remained at largely the same level as in 1986. N As during previous decades there were large structural and organizational changes in Swedish working life during the 1990s. There are indications today that following these changes, it is harder to find a place in working life if one's working ability is limited by illness.
N The relative growth of the services sector affects the nature of the health-related risk factors to which many are exposed. There is a shift from physical risk factors in the production of goods to stress-related risk factors in the services sector.
N The welfare services represent about one-quarter of the labour market. In this sector there were large organizational changes during the 1990s, when the psychosocial working environment also deteriorated drastically. Improvements can now be observed here, but the psychosocial problems are still more widespread than in the early 1990s.
Introduction
This chapter is based largely on the publication Working Life and Health 2004 [1] published by the Institute for Working Life and the Swedish Work Environment Authority. In addition, other material has been used, for example from the Statistics Sweden Work Environment Survey. The registers and the statistics underlying the chapter are described in Appendix 2 of this Report.
In Health in Sweden 2001 [2] it was noted that there were health differences between occupationally active people and others. These differences remain even when account has been taken of age and gender differences between the groups. The Report discussed the role of work as a risk factor and a health factor. In itself, work is considered to promote health but it can also cause complaints which in the worst cases can lead to people leaving working life prematurely. Occupationally active people, particularly in older groups, are nevertheless still a healthier group than those of corresponding ages who are not occupationally active. These differences can partly be ascribed to vocational work.
In Health in Sweden 2001 it was also noted that there were differences between occupational groups regarding self-rated health, mortality and morbidity from cardiovascular diseases, (bronco) pulmonary diseases, skin diseases, musculoskeletal and mental disorders. These differences remain four years later.
The present chapter starts by describing trends in self-reported problems at work. Long-term sickleave increased drastically from 1997 to 2002, and this has received much attention in the public discussion. For this reason, special attention is devoted to sick-leave.
It has been noted that mental ill-health has increased. During the 1990s, mental strains at work also increased. A section of the present chapter raises the question of whether work can be a cause of this increase and how the increasing sick-leave is connected with this. The effect of changes in the labour market, organization of work and the work environment on the work opportunities for people with impaired functional ability is also discussed.
The number of people exposed to occupational risks that lead to ill-health varies. There are continual changes in the distribution of the labour force between occupations and sectors, changes in the labour market and work organization, and changes in the health-related parts of the work environment. These changes, moreover, have occurred at an increasing rate recently, since working life has been compelled to adapt to pressures following the recession of the early 1990s.
The work environment and its effects on health changes
The changed conditions of working life during the past 10 years, as during earlier decades, have been decisive for the work environment and how it has changed. In the everyday work environment for example, the development of production technology influences where, when, and how people work. Other significant factors are new forms of organization, new business strategies and the internationalization of the economy. The development of the labour market into new occupational and economic structures is also changing the conditions for who, and how many, are given the opportunity to support themselves in paid employment.
Since 1989, Statistics Sweden (SCB) has performed ongoing surveys of the working environment every other year. The 2003 survey shows that the working environment has improved in some respects compared with 2001. More people feel that they have been able to decide when work tasks are to be done and more have gained the opportunity to learn more and develop in their occupation. Fewer feel that they must give up work early due to ill-health and that they get insufficient rest between their working days. These improvements apply predominantly to women. Men state that their work is encroaching less and less on their private lives and fewer men state that they have far too much to do.
In contrast, there has also been some deterioration of the environment, for example regarding monotonous work, taxing work postures and an increased proportion of workers experiencing a lack of influence [3] .
Changes in the work environment as a consequence of computerization
The greatest change in production technology in recent years is the broad breakthrough of the computer as a working tool in practically all occupational groups. A majority of those who work now sit at the computer screen, at least for part of their working day. A larger proportion of women than men state that they use a computer at workparticularly the proportion who do so ''almost all the time'' (Figure 10:1). Since 2001 the increase has largely stopped for men, while it has continued undiminished among women.
This development means that the content of work has changed and that both physical and psychosocial work-related health consequences have assumed a different pattern. The computer as working equipment can, depending on the nature of the work, entail both positive and negative consequences in the form of physically lighter work, altered working postures (for better and for worse), more sitting still, altered pace of work and increased mental stress.
Computer work also alters opportunities for influencing the organization and performance of work, forms for social contact and forms for superiors' control of employees in their work [4] . Among other things, the increase in work at terminals and computer screens has meant that it is now more common for both sexes to sit and work for long shifts, at least two hours at a time. Sedentary work is still, however, more common among higher socioeconomic groups [3] .
It is also evident that protracted work at a computer screen can cause musculoskeletal disorders -predominantly in neck, back, shoulders and arms -particularly when the work consists of largely repetitive items [5] . As in all thoroughgoing historical changes in work technology, computerization may also have involved particular problems of adaptation for the older members of the work force.
Physical loads and complaints
Many of the problems in the physical working environment that were important during the 1980s persist, while others have decreased. Changes in production processes and work injury prevention have reduced the prevalence of many of the classic occupational diseases caused by solvents, inorganic and organic dust, noise, and vibration [6] . Vibration injuries are declining overall, but increasing in the construction industry despite current knowledge of what causes these injuries. The number of hearing injuries is decreasing in industrial work, but is increasing in schools and pre-schools [6, 7] .
For other physically hazardous factors, there have been some improvements but not in all economic sectors. Those sectors that still have problems with physically hazardous environments are mainly the building sector, and agriculture and forestry.
Heavy lifts, bodily fatigue after a working day, and noise are still problematic in many occupational groups. Heavy lifts are widespread among employees in the food industry, health and medical care, the social services and the wood, pulp and paper industries. The proportion who state that they have to lift at least 15 kilos many times a day declined from 16% to 11% among women between 1995 and 2003, while men remain unchanged at between 21 and 22%. The proportion of men with monotonous work increased from 25% to 29% between 1989 and 2003. However, women remained at 31% throughout the period [3] .
Perceived bodily fatigue has increased since 1991 ( Figure 10 :2). Besides physical effort at work, this may reflect physical and mental strain.
The most physically taxing jobs are in agriculture and forestry, the construction industry, the health services and the food industry [6] . While the physical working environment has improved, pain conditions and musculoskeletal disorders are still the most common reasons for sick leave. Figure 10 :3 shows that women have trouble in the neck and upper back to a considerably larger extent than men do, and that these complaints have increased over the years. The physical working environment also affects the risk of accidents; but due to the repeated changes in the rules that have affected the inclination to report, the total number of injuries and diseases notified to the National Labour Market Administration (AMV) statistics, ISA, is an unreliable measure of this. A better indicator unaffected by legal changes is fatal accidents. In 2003, 56 persons lost their lives in occupational accidents, which is about the average for the past six years. Compared with the beginning of the 1990s, this is almost half the number. During the 1960s, about 300 employees annually were killed in occupational accidents [8] . Of those who died in 2003 only two were women and seven were self-employed. This positive development can be ascribed partly to altered circumstances in production and partly to organized accident prevention work.
Psychosocial environment and psychological distress
In the 1980s efforts to improve working environments focused primarily on the physical environment and risks. The rapid and drastic changes in the economy, work organization and structural changes in the 1990s, together with concomitant cut-backs, laid bare the importance of the psychosocial environment.
A clear increase in the proportion working overtime, taking work home, or working more in other ways, was seen from 1991 to 1995 among men, and from 1991 to 1999 among women ( Figure 10:4 ). Subsequently, there has been a decrease, but the 2003 level was still higher than that at the end of the 1980s. The increase affected men more than women. The increase in the proportion who work overtime, however, was larger among women than among men in 1989-2003; the gender difference has therefore decreased.
Difficulties in keeping one's thoughts off one's job, and sleeping problems, indicate stress that is linked to work. The increasing proportion with these difficulties followed developments in the 1990s with staff cut-backs, increased working pace and increased load. During the past few years the proportion has declined somewhat. In 1989 approximately equal proportions of men and women indicated that they found it difficult to sleep and difficult to switch off their thoughts about their job. The proportion with these problems was higher in 2003 than in 1989 ( Figure 10 Sleeping problems differ appreciably between occupational categories (Table 10 :1). Teachers are particularly afflicted, especially women, but also the heads of small companies and production and operational managers also have such problems.
The somewhat lower level of sleeping problems among health and medical care professionals may indicate that the people in these professions can distinguish between work and free time, despite a high mental load during working time. The jobs generally considered the most mentally taxing are those in the welfare-services sector ( Table 10 :2).
The mentally taxing jobs appear to exist chiefly among people who work in direct contact with the public, e.g. clients, patients or pupils. For these groups, economic cutbacks may have contributed to Health and medical care specialists 29
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Source: Work Environment Survey, average based on 1999, 2001, and 2003 surveys, Statistics Sweden. the deterioration of an already strained working environment. The distribution between vocational groups, however, indicates that the organizational aspects of work -for example staff reductions and rationalizations, reorganizations, outsourcing of services to other companies and increased computer screen work -cannot alone explain the majority of the physical strain and the sleep difficulties that occur in connection with work. The most important explanation must be sought in the work content. During the 1990s the proportion of people who indicated that they had an excessive workload increased, but the increase stopped after 1999 (Figure 10:6) [3] . The figure shows that the levels between 1989 and 2002 were relatively unchanged for both sexes. There was a weak tendency towards increasing gender differences in which women reported higher workloads than men did. In all the survey years, higher socioeconomic groups reported heavier workloads, but the development over time for different socioeconomic groups was largely similar.
Exposure to a far-too-high workload is unevenly distributed among occupations. Typical occupations where work caused respondents to shorten their lunch breaks, work overtime, or take work home were chiefly teaching, management, health and medical care, and, among men, also lorry-and taxi-driving (Table 10 :3).
The proportions of men and women aged 16-64 who state that they are always involved in decisions on the planning of their work decreased during the 1990s. About 5%age points fewer women than men reported having such influence. Figure 10 :7 shows that these changes for the worse during the 1990s were largely parallel for all socioeconomic groups. An improvement for all groups, however, appears to have occurred in recent years, as shown in the latest two measurement occasions.
The proportions of people on sick-leave for more than 14 days among those who reported work-related health problems changed during the 1990s (Figure 10:8 ). The proportion who were absent sick increased most among people who reported very little or little influence over the organization of their own work [7] . Hence, it is probable that having much influence involves greater opportunities of adapting work to individual health conditions. The results show that the possibilities of such adaptation may have declined during the 1990s, and that this could have great significance for increasing the need for sick listing.
Poorer physical well-being
Worry, dejection, sleep problems and fatigue are symptoms that have increased among people in work, as manifested in increasing sick listings and early-retirement pensions. However, it is not only people in work who report mental symptoms [9] . The results shown in Figure 10 :9 are based on the Statistics Sweden Surveys of Living Conditions (ULF). They show that fatigue is more common in groups outside working life. The results also show that fatigue has increased about equally among the gainfully employed as among others.
This picture resembles that for other indicators of mental health problems, for example nervousness, anxiety and sleeping difficulties.
All age groups reported fatigue to about the same extent (around 30%) in 1986-87. The proportion reporting fatigue subsequently increased somewhat among people aged 50-74 until 2000-01, while for the younger ages it increased drastically (Figure 10:10) [9] .
The increase in perceived mental health problems has been similar between men and women, between workers in the public and private sectors, and between different socio-economic groups. Mental health problems are more common in younger age groups and, as previously, in lower socioeconomic groups. The results also remained after removal of the effects of changes in group composition regarding age and gender [9] .
The reduction in mental well-being is thus in no way specific to the gainfully employed; mental wellbeing has also declined for other groups except oldage pensioners. The explanations of this reduction should therefore not be sought only in working life. The most plausible explanations should instead be looked for in circumstances that affect all groups in society, mostly among the young and least among the elderly [9] .
However, the high sickness absence owing to mental health problems does indicate the difficulties of working when one is afflicted by such problems. Certain diseases are caused or exacerbated by work, but in other cases the disease need not be workrelated. Either way, the demands of work govern whether the disease leads to absence from work. In certain cases sick leave can help the individual, but it can also cause further health problems or impede rehabilitation.
One conclusion is that analyses of causal patterns, and discussions of measures regarding disease and work, need to be specifically directed to the type of morbidity and the working conditions in question. 
Sickness absence
During the past few years sickness absence has attracted much attention in public discussion. Preventing sickness absence, however, is more complicated and less studied than preventing ill health. In terms of prevention, two overall issues in particular require further scrutiny:
1. What diseases are caused or exacerbated by risk factors in today's working life? 2. How far is today's working life compatible with those who have impaired working ability?
A partial response to the first question can be obtained by comparing the prevalence of ill-health and disease in different occupational groups and to compare the prevalence of disease between those in work and those who are not. Drawing conclusions from such surveys, however, is hard since the various groups may be composed of people who are different in terms of health due to reasons that are not work-related.
The second question is also hard to answer. An approximation can be reached by considering longterm sick leave and early-retirement pensioning as direct expressions of disease and functional impairment which have not been deemed reconcilable with work.
The causes of sick absence are complex and diverse. In this chapter we limit the enquiry to studying the opportunities for those with impaired working ability to remain in working life. Other problems not specifically addressed here may concern the physician's role in sick-listing, changes in insurance coverage and practice, relations between different types of benefit income, individual capacities, changes in work ethics and attitudes to the role of work in life, and other commonly used explanations for trends in sick leave. All these fall largely outside the purpose of this chapter, which is to illustrate the relation between work and health.
There are no registers or other data which make it possible to follow whether a certain disease also leads to impaired work ability and sickness absence. The work disability following from a disease is affected by considerably more factors than the disease itself. These include the character of the work and the labour market.
Sickness absence can be measured by the number of sick days or the number of people on sick leave. The sickness rate specifies the average number of days off sick per insured person aged 16-64 years to whom the national insurance office has paid benefit during one year. The sickness rate is affected by different social security changes such as changes in financing schemes, the number of waiting days before benefits may be claimed, and the rules for early-retirement pension [10] . The proportion of employed people who are off sick is measured in the Statistics Sweden Labour Force Survey (AKU), and these measurements include all absence owing to disease during a measurement week -and thus also unpaid sickness absence and sickness absence paid for by the employer. The trend in sickness absence is the same irrespective of the measure used [11] .
Many studies have shown that the level of sick leave co-varies with the current economic situation [11] . There is scientific support for the assertion that sickness absence and unemployment affect each other [10] . In times of prosperity the number of unemployed people decreases while sick-leave increases. During a recession, the opposite is the case (Figure 10:11 ). This is linked with the fact that ill people become unemployed to a larger degree than healthy people during recessions and that employees during recessions become more concerned to keep their jobs and therefore avoid reporting sick [1, 7] . Thus economic conditions affect how many people with ill-health remain at work. This should explain part of the increased sickness absence during the economic upswing in the end of the 1990s.
The introduction of a 14-day employer-financed sick-pay period in 1992, and an altered definition of the sickness rate in 1998, are two large administrative changes that have affected the sick listings. The sharp upswing in sickness absence after 1997 occurred predominantly among women ( Figure 10 A further factor that has bulked large in the discussion in recent years is altered attitudes to sick leave. It has been said that the individual -and perhaps even the medical profession and the national insurance offices who decide about sick leave extending the employer-financed period -have adopted a more permissive view of what should entitle people to sick leave. However there is at present no scientific support for this view [10] .
Short-and long-term sickness absence differs in terms of diagnoses. Common diagnoses underlying sickness absence shorter than 8 days are various infections and pain (e.g. migraine) which do not always require medical care. Fairly short sickness absence is compensated for economically by the employer and this may be influenced by his view of the business culture on sickness presence versus sickness absence, and the possibility for adapting work by temporarily enabling the sick person to change work tasks or to work at home.
Longer absence requires a medical assessment of how the disease affects work ability, and the disease most often requires medical treatment. For sicklisted person to be able to return to work, rehabilitation and workplace changes may be needed. Effective preventive measures are available for many of the 'traditional' occupational diseases (e.g. injury from solvents). However no reduction in long-term sick leave and sickness benefit can be seen for distress from musculoskeletal disorders. This indicates that the preventive measures have been insufficient or that developments in working life are bringing worsened opportunities of being able to work despite these troubles.
The length of sick leave also increases with age, while the proportion of older people in the labour force is growing. An increase in the proportion of people aged 55-64 by one percentage unit increases long-term sick leave among men by almost 5 cases per 1,000 individuals and among women by 8 [7] . The proportion of people aged 55-64 (of all those in the work force aged 16-64 years) increased from 16% in 1998 to 20% in 2002.
The proportion of long term-sick leave (60 days or more) increased for all ages and both sexes between 1998 and 2001 ( Figure 10:12) . The increase then slowed until 2002 and stagnated entirely in the age group 55-64 years. This may be because the most healthy people are still in work, while the most ill, have instead left the labour market with sick benefit.
The largest percentage change during the past few years is the increase in long-term sick leave among younger people; but since few young people are sick listed this increase plays a marginal role in total sick leave [7] .
The number of very-long-term sick leaves (90 days or longer) has also increased strikingly since the early 1980s (Table 10:4). In the Social Insurance Administration (RFV) statistics concerning sickness absence, there are no data on sick-leave diagnoses. Special studies of a selection of people sick-listed for more than 90 days, however, show that the most common sick-leave diagnoses are diseases of the musculoskeletal organs, while mental health problems is the diagnosis that has increased most during the past few years, both in numbers and in proportion [12] .
The proportion of sick leaves for mental diagnoses has increased markedly during the past 10 years, particularly among women (Figure 10:13 ).
Sick leave for more serious psychiatric diseases, e.g. schizophrenia, has not increased in proportion, the increase being among the diagnoses depression, burnout and mild psychiatric symptoms, e.g. persistent fatigue, nervousness and anxiety, and sleeping problems.
Sickness compensation
Around one-tenth of all people under 65 years have sickness compensation (previously called earlyretirement pension). Of these people very few will return to work. The costs for sickness compensation have increased during the past few year since the proportion of young and middle-aged people with this benefit has increased [7] . Until 1985 more men than women were granted early-retirement pension. The proportion of women has subsequently been higher, and the gender difference has also increased. Most people granted sickness compensation today are 60 years and older. The proportion of people with sickness compensation together with those who have received contract pensions for labour-market reasons, represents about half the age group 60-64 years ( Table 10: 5) . In this age group, the people still in work are probably a heavily selected group of healthy and well-educated people. The well-educated, moreover, often have jobs that can be relatively well adapted to various health impairments.
Since the end of the 1990s the proportion of sickness compensations granted has once again increased. Sickness compensation is generally preceded by fairly long sick leave.
The relationship between sickness compensation and long-term sick leave has changed over time. Until the end of the 1980s there were both a large number of newly granted early-retirement pensions and a large proportion of current long-term sick leaves. Early-retirement pensions then declined, only to increase again sharply between 1992 and 1993. From the middle of the 1990s the number of earlyretirement pensions again decreased, while the number of long-term sick leaves increased. This can be interpreted as a conscious attempt by society to counteract premature departure from working life [7] .
There has subsequently been a return to the patterns of the 1980s with increasing numbers of sick-listed people and increasing numbers of sickness compensations granted. This means that long-termsick-listed people are now increasingly leaving working life altogether.
During the early 1990s resources for rehabilitation were strongly reinforced, and rehabilitation has been directed chiefly towards musculoskeletal disorders. But when sick leave rose sky-high at the end of the 1990s the increase was in mental disorders [7, 13] . The inability of working life to handle this ill-health can be read out from a parallel increase in sick leave and sickness compensations. that women today are increasingly being granted sickness compensation and to a higher degree than men. It is disquieting that the increase in newly granted sickness compensation for mental disorders is proportionally largest in the younger age groups [7, 13] . One may ask whether this is an expression of an increase in mental health problems among young people: or have young people today a lower tolerance for health problems? Or has working life changed in such a way that the troubles are leading increasingly to sick leave and sickness compensation? Working ability depends on the severity of functional impairment, but also on demands at work and opportunities for adapting the demands to the individual's propensities. What changes have taken place in working life that can affect the risk of ill-health and the opportunities to work while troubled by musculoskeletal complaints and mental symptoms?
Changes in working life
Above we considered some changes in work-related complaints reported in the Work Environment Survey, and the development of sickness absence and sickness compensation. Changes in the work environment, however, are also greatly affected by the structural conditions obtaining for working life in general. The labour market and the structure of economic life change continually. Economics, technology, politics, new value judgements and internationalization can all affect the prerequisites for work both positively and negatively [14] .
What is termed ''the work line'', a political idea which has permeated the whole design of the welfare system, means that everyone should in the first instance be given opportunities to work, and thus opportunities to support themselves, irrespective of disease or handicap [15] . Only when this main alternative is no longer available should the welfare system ensure that the individual does not suffer economic difficulties. A high level of employment among the population, moreover, is required for the welfare system to function.
Economic fluctuations affect the size of the labour market; as mentioned earlier there is a connection between high unemployment and low sick leave during a recession and between low unemployment and high sick leave in a time of prosperity. There have been different explanations of this, for example that ill people more than healthy are excluded from the labour market during a recession and that employees during a recession fear for their jobs more and hence do not report sick [10, 14, 16] . Thus economic conditions affect how far people in illhealth are in work.
Structural changes lead to changes in the demand for certain job skills. Some areas grow while others are no longer in demand [16] . Studies have shown that sick-listed people run a larger risk of receiving sickness compensation if they belong to a ''shrinking'' occupation, i.e. one that is no longer in demand [17] .
Between 1998 and 2002 structural changes resulted in more employees working in the service sectors and fewer in manufacturing industry (Table 10:6). In the classification of socio-economic groups normally used, it is the groups of non skilled blue-collar workers and lower white-collar workers that have shrunk [16] . 1 This structural change should thus involve a certain decrease in physical loads in working life and hence in the diseases that may be caused or aggravated by these types of load. Increase in the services sector involves a simultaneous increase in other forms of workload; in the previous section, for example, we saw that the mentally taxing jobs are in this sector.
The prerequisites for participation in working life have also changed in other ways over the years. Among other things the participation of older people has been affected by pension rules and women's participation has increased during the past few years in that the proportion who work full time has increased. Another change that affects participation in working life is increased demands that newly employed workers should be fully trained for their tasks [14] . Increases and decreases in perceived health trouble, sick leave and sickness compensation cannot therefore be seen only as a result of altered morbidity in the gainfully employed population. Sick leave for certain diseases may be affected because the intensifying demands of working life are giving less scope for people with impaired work ability. More uncertain conditions of employment are another factor that may conceivably affect health states and sickness absence.
The health of the population has by and large steadily improved, as shown in this and other public health reports. The perception of uncertainty about the future in economic terms, however, has probably increased through increased volatility on the labour market. This is probably very important for how work-related health may develop.
Secure or insecure employment?
Some 4 people of 5 aged 16-64 are members of the labour force ( Figure 10:15 ). In Sweden just over 4 million employees have permanent tenure. These may be considered as the core of the labour force. Increasing numbers participate in working life on insecure terms. Among these are employees with time-limited appointments. This type of appointment has increased from 10% (about 400,000 people) of the labour force in 1990 to about 15% (about 600,000 people) in 2003 [18] . Hence, the permanently employed still represent 85% (3,400,000 people) of the labour force.
Changes in employment rates were fairly similar for both genders during the period 1987-2003. In general, the male employment rate remained at a somewhat higher level than the female.
The difference decreased until 1993 and then increased somewhat until 2003, reflecting the greater effect of the economic crisis in the early 1990s on the male employment rate, as well as a greater effect of the economic recovery in this group.
The occupational structure is somewhat different for men than for women, and the differences are irrespective of age and region of residence. Some 10% of all men are self-employed. The proportion is almost three times higher than among women and is relatively stable over time.
Women often have temporary appointments. The number of women employed on a temporary basis increased continually during the 1990s -from 12% in 1991 to about 17% at the beginning of the 2000s. Among men this proportion has also increasedfrom about 8% to about 13% [18] .
Different time-limited forms of employment are used by employers for varying purposes. Stand-in appointments are used primarily for filling gaps in work during fairly long periods of absence among the permanently employed, while acute understaffing is often dealt with by hiring staff on demand. Task-specific and project appointments are timelimited forms of employment for work that requires special competence. Women dominate stand-in and on-demand appointments and men are more often employed in task-specific and project appointments [19] .
It is probable that insecure appointments with associated economic insecurity affect workers' health adversely, but the association between form of appointment and health has been insufficiently studied.
In an international comparison of 15 western European countries a tendency is seen for people with insecure appointments to report more job dissatisfaction than those on permanent tenure. In contrast, the latter report more stress [20] . A review of the scientific literature on the health effects of insecure employment found 24 studies on time-limited appointments and health. Of these, 14 showed negative consequences for health, two showed no effect, and the results of eight were hard to interpret. ''Insecure appointments'' included functions outsourced to other companies, staff cut-backs, part-time work and time-limited jobs [21] . Young people have more time-limited appointments (Figure 10:16 ). Increased economic insecurity and worry about the future may be consequences of insecure conditions of employment; but this insecurity also applies to people who work at home, to those who study, and to those who are indirectly constrained by labour market conditions because of their family situation or career plans.
Temporary appointments can affect health negatively in that they are often connected with poor self governance, but perhaps chiefly because they are associated with an insecure long-term economic situation. In a Swedish study of economic stress and health among people employed on-demand, those who stated that they had been in an economic straightjacket had considerably worse mental health than the group who had never, or only occasionally, been in severe economic difficulties [19] .
It is not only insecurity and poor control of one's work situation that contribute to impaired health. Being forced to remain in a job with which one is dissatisfied, perhaps at a workplace where one does not wish to be, is also linked with self-reported worse health. In a study using data from the Labour Force Survey (AKU), 20% of those on permanent tenure stated that they were in situations like this [17] .
The few studies on how the form of employment affects health are partially contradictory, and the effect of form of appointment on sick leave has not been studied at all. However it is a quite common hiring practice nowadays for the employer to require evidence of previous sick listing periods. This can make it difficult for people who are or have been ill to re-enter working life, and particularly to be considered for permanent tenure. 
New organizational forms
The changes in the organizational and management forms of working life have been affected by longterm and short-term economic development, of which internationalization of the economy is an important component. Standardized production technology and work forms have been an increasing element in the organization of service work, and may eventually acquire the same central role as it has long played in the manufacturing industry [4, 14] .
In discussions on the causes of increasing sick listings, it has been suggested that recurrent reorganization is an important reason for the increasing prevalence of poor well-being and sick listing [22] . Organizational changes have often brought about less hierarchical organizational structures, which in turn have given the individual broader work tasks and greater individual responsibility. This may have promoted health. At the same time, however, this type of reorganization has often brought with it unclear work tasks, which has the opposite affect on health [14, 16] .
Increasing globalization, spreading enterprises across different countries, has led to many Swedish companies increasing their production of services in Sweden and moving elements of their production of goods to other countries (Figure 10:17) .
Recently, employers have applied rationalization strategies that have had thoroughgoing effects on people's working and living conditions [23, 4] . During the 1990s many companies' and organizations' endeavours to rationalize increased the pressure to cut back on personnel and focus production on narrower core areas. With good availability of labour, moreover, companies have not needed to ensure that they retain a large staff of their own to run back-up production. Instead, these services have been outsourced to other companies [14] . One example of this is ''call centres'', which assemble the customer and client contacts of many organizations so as to rationalize and specialize operations. Consultancy work and project appointments of specialists also increased during the 1990s.
The call centres represent one of the fastestgrowing sectors in the labour market. In 1995 the sector was reckoned to employ 440 people; during the second half of the 1990s, operations increased to about 60,000 employees, corresponding to 1.5% of the gainfully employed population. Questionnaire surveys among call-centre personnel show that the work is strongly controlled in terms of routine procedures and bound to the workplace. Many researchers warn of future health problems since the work is often mentally taxing, monotonous, rigidly controlled and bound both in physical and mental respects; and with small opportunities for self control of one's work [24] .
Limited staffing can lead to increased loads for remaining staff, with a greater increased risk of stress-related disorders as a consequence. This type of organization not infrequently leads to a need for temporary reinforcements through overtime work, temporary appointments, or extra manpower resources brought in from external manpower companies [14] . This also narrows down the possibility of variation in work tasks within each company, reducing the opportunities for changing work content, for example, after rehabilitation.
In the public-sector welfare services, market-like organizational models were introduced during the 1990s [14, 25] . The intention was to cut costs by introducing market criteria in a purchaser-provider organization with clear goals and follow-ups.
In the wake of this, the 1990s saw a negative development in the perceived balance between demands and influence among employees in public-sector welfare services. A certain improvement appears, however, to have taken place during the past few years, except among staff working in geriatric care (Figure 10:18) [25] .
The whole welfare sector underwent sweeping reorganization, including cut-backs, during the 1990s. The number of employees in child care, for example, decreased by 20% between 1993 and 2000. There have been no staff cut-backs in education, but the proportion of trained teachers per pupil has decreased. Health and medical care have been restructured and reorganized, with a transfer of health care staff from the county council to the municipality at the same time as purchaser-provider models have been introduced. The new organization has involved more management by objectives.
Very little research has been done on how organizational changes in the public sector are linked with the deteriorating mental health at work that can be read out from, for example, work-environment statistics [14, 25] . The people primarily affected by mental strain are in occupational areas that have undergone large organizational changes. These include both the health services and occupational areas that have not reorganized to the same extent, for example education. Hence, reorganization may not be wholly responsible for the problem. A common denominator for these occupational areas is extensive contact with the public -patients, clients and pupils.
